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State:_ WASHINGTON

DEFINITION OF SERVICES (con't)

Private duty nursing services are not limited to services provided
in the individual’'s home or place of residence.

Check one:

A._X Services may also be provided in the following locations

(Specify):_ Only in the individual’'s home or in a licensed adult
family home that has a contract (in accordance with state rules
for these homes) with the state

B. The State will not place limits on the site of private duty nursing
services.

Check one:

1. This service is provided to eligible individuals without limitations
on the amount or duration of services furnished.

2._ X The State will impose the following limitations on the provision of

this service (specify):
a. The client must require at least 4 continuous hours of skilled
nursing care on a daily basis; and
b. Must require at least one of the following on a daily basis:
(1) A mechanical ventilator;
(2) Tracheostomy tube care/suctioning;
(3) Intravenous/parenteral administration of medications;
or
(4) Intravenous administration of nutritional substances.

Extended State Plan Services. The following services are available under the
State plan, but with limitations. Under this benefit, these services will be provided
in excess of the limitations otherwise specified in the plan. Provider standards
will remain unchanged from those otherwise indicated in the State ptan. When
these services are provided as home and community care, the limitations on
each service will be as specified in this section.

1.

Physician services.

Check one:

A. This service is provided to eligibie individuals without
limitations on the amount or duration of services
furnished.

B. The State will impose the following limitations on the
provision of this service (specify):
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